INTRODUCTION
Patients, as sources of knowledge about their bodies and medical experiences, are increasingly being engaged in the training of health care professionals. This involvement can disrupt traditionally asymmetrical doctor-patient relationships in ways that have been undertheorised in the medical literature. Critical theories can help us explore the power dynamics inherent in patient engagement in medical education. After conducting a narrative literature review of patient involvement in medical education, I highlight how postcolonial theory has been and can be applied to patient engagement in medical education to understand issues of power. Such theory-informed approaches can allow for more meaningful engagement of patients in medical education.
PAST, PRESENT, POST: UNDERSTANDING TERMS
Colonialism involves the act of placing settlements on lands in the 'periphery', usually the result of imperialist processes originating in the ruling centre. 1 The term 'postcolonial' has been used to refer the historical period during the 19th and 20th centuries when the colonial empires of Britain and other European nations were being dismantled. 2 The term has also been used to refer to the texts produced by writers from former colonies. As an academic discipline, postcolonialism explores the legacies of colonial practices, often examining sociopolitical and economic power relations between the colonised and coloniser. There are several strains of postcolonial thought, which include feminist, Marxist and poststructuralist theory focusing on language and identity. This paper draws largely on the works of postcolonial feminists and poststructuralists. It also comes from my own dual positioning as a second-generation settler from India, a former British colony, living in Canada, a country struggling with reconciliation around its colonial past and present.
In medical education, postcolonial theory has been used to explore power and domination as they pertain to global health. 2, 3 Yet, it can also be applied to phenomena that, although superficially unrelated to colonisation, in fact utilise many of the same forms of power and dominion. 4 Just as the justification for colonial rule required the construction of an 'Us' and 'Them' dichotomy, similar discourses can be activated in the doctorpatient encounter to justify authority and expertise. 5 An important criticism levelled against the term postcolonial is that we are not, in fact, 'post'. Current neocolonial geopolitical processes uphold cultural and economic domination and control. 1 The prefix 'post' can refer to chronology, but also to 'conceptually transcending or superseding the parameters of [colonialism]'. 6 Like Childs and Patrick Williams, I 'argue for post-colonialism as an anticipatory discourse, recognizing that the condition it names does not yet exist, but working nevertheless to bring that about'. 6 UNPACKING THE 'PATIENT'S VOICE'
The term 'patient' carries historical and contemporary implications of disempowerment and loss of agency or autonomy. Complicating the medical literature further are terms like clients, service users, survivors and customers, which often do little to clarify the power differentials at play within medical education. I will use the term patient for consistency and brevity, recognising its limitations. 7, 8 The notion of 'patient voice' is similarly troublesome. Often, it is presented in the singular, with the implication that there is a universal perspective representative of all patients. 9 Similarly problematic is the idea that clinicians can 'give voice' to those who 'cannot' speak for themselves. Much like the colonial encounter, there is no lack of voice in the clinical encounter. Rather, certain voices are given authority, legitimacy and permission to speak while others are not. In medical institutions, the permission to narrate, to decide what is said, when and how, and the authority to document and interpret, often lie with the physician. This grants the physician an astonishing degree of power: spaces can either be created for the patient's narrative, or that narrative can be controlled and silenced.
INVOLVING PATIENTS IN MEDICAL EDUCATION: A NARRATIVE REVIEW
There is a growing body of literature on the involvement of patients as educators. 10 Patient involvement usually entails the engagement of patients (defined as people with health problems, their caregivers and community members) in teaching, assessment and curriculum development on the basis of their expertise and experiences of health, illness and disability. 8 Involvement can range from passive participation, such as the 'use' of a patient's body to demonstrate a physical finding or for collective history taking, to more engaged and deliberate roles in which patients are partners in curriculum design, implementation and evaluation. [10] [11] [12] [13] This review focuses on the involvement of 'real' patients, rather than simulated or standardised patients. 14 There are important exceptions, however, where 'real' patients have been involved in the development or delivery of simulated training experiences. 13, 15, 16 Several reviews of the literature are particularly illustrative. 8, [17] [18] [19] A systematic review of the medical literature from 1970 to 2001 identified 23 articles specifically addressing this issue of patient involvement. 18 A subsequent systematic review identified 270 papers from medicine, nursing, social work and interprofessional settings from 1970 to 2009, with 66% of papers being published since 2000. 8 All reviews note the traditionally passive role patients have been given in medical education. Patients act 'as interesting teaching ″material″, often no more than a medium through which the teacher teaches'. 17 In bedside teaching, patients are only rarely 'actors' or 'directors,' and are more often positioned in passive roles: audience, non-person and prop. 20 Others have described this dynamic as one in which the patient is either 'embodied' or 'asa-body'. 21 However, there have been examples of active involvement where patients are partners in knowledge creation, acting as teachers, assessors, curriculum developers and advisors. 13, 22, 23 The degree of involvement is determined by several factors, including how (active versus passive), who (patient culture and setting), what (general versus specific problems), when (single session versus longer-term commitment) and where (clinic versus community settings). 17 Patient autonomy, prior training and institutional commitment are key determinants of depth of involvement. 8 Trainee and institutional responses to involving patients more actively in medical education have been largely positive. It has been posited that patient instruction allows for development of clinical reasoning and pattern recognition skills. 17, 24 Patient interaction can improve empathy and communication skills. 8, 17 Working with patient experts can instill confidence in students and afford insights into cultural, social, psychological and behavioural contexts. 8, 25 Involving patients as teachers can improve professional behaviour, improve local delivery of health care and reduce student anxiety, and is cost effective. 18 Assessment of trainees by patients also has the potential to shape how physicians practise and to whom we consider ourselves accountable, but little has been studied in this area.
Patients' perceptions of their involvement have typically been assessed through satisfaction measures. In several studies, patient instructors saw themselves as experts in their own health and illness and as facilitators in the development of professional skills and attitudes. 17, 24, 25 The role of storytelling was felt to be an important part of this process. 26 Several patients viewed their participation in medical education as a means of 'giving back' to the medical community. 18 Specific therapeutic benefits for patient instructors included raised self-esteem, empowerment, development of a coherent illness narrative, and insight into oneself and the patient-doctor relationship. 8 However, there were concerns around consent, confidentiality, emotional well-being, stamina and judgement, particularly around the sharing of personal or painful health issues. 8, 17, 18 Participants risked vulnerability, particularly if their contributions were not valued or were misconstrued by trainees, and perceived negative consequences of participation were deemed to be a barrier to recruitment. 27, 28 Gender and ethnic differences were felt to be barriers to effective communication between patient educators and trainees. 24 Many studies highlighted the need for resources to train patients and maintain their teaching skills, appropriate remuneration and ongoing commitment from faculty members. 18 Remuneration for patient educators varied from coverage of expenses to an hourly rate. 18 Open and transparent recruitment was noted as a critical component of effective programmes, partly to ensure adequate representation of diverse communities. This highlighting of the need for support, training and pay for patients suggests a transition from patients as 'resource' to patients as colleagues. Collegial involvement was felt to be a factor in the success of any given initiative, for 'the best retention rates (for patient participants) are achieved by programmes that involve patients in planning, acknowledge their involvement and regularly update them on programme and student progress'.
It is important to note that the orientation of much of this literature is directed towards achieving the best possible learning outcomes for students and recruiting or training patients. Few studies examined ethical, psychological or policy issues. 19 When patient autonomy or agency was discussed, it was often to create a more 'patient-centred' physician rather than to shift power dynamics within the clinical encounter or institutional culture, although notable exceptions exist. 20, 21 Worth quoting in detail, the following viewpoint is telling (italics added) 8 :
There are times when service users' views differ from those of the professionals who provide their care and there is conflict over whether users' views should be balanced, clarified or corrected. Some faculty members perceive that their own expertise may be devalued.
This illustrates a tension between faculty members and patients, regarding who can and should be considered an expert. Clearly, there are constraints being placed upon those voices that are heard or allowed to speak and the roles patients are 'allowed' to play. Other voices remain silenced through omission, as recruitment tends to favour wellresourced, educated, privileged patients. In addition, little attention is paid to how the burgeoning literature on patients' participation as teachers contrasts with the dearth of literature on involvement of patients in curriculum design and implementation. Patients may be given more room to speak, but not necessarily the power to drive the curriculum. Postcolonial theory can help us understand some of these tensions.
POSTCOLONIAL THEORY AND MEDICAL EDUCATION
The history of western medicine is rife with examples of the medical establishment being used strategically to further European colonial expansion. 29 Contemporary postcolonial theory has been applied to medical education, often pertaining to the rapid globalisation of medical curricula and the rise of the field of 'global health'. 2 Here, I will first explore local curricular and clinical encounters as colonial ones. I will then consider how meaningful patient engagement in medical education may be an act of decolonisation. Lastly, I will explore ways in which researching patient involvement in medical education can similarly be decolonised.
The curriculum as colonial
North American medical institutions frequently partner with schools in low-income settings to translate and implement curriculum and pedagogical frameworks. This 'universalizing agenda' could be considered a form of neocolonialism -an expansion from an 'all-knowing' well-resourced centre to the margins. 2 32 Similarly, certain bodies and identities (the white, male, 70-kg 'everyman') are often placed in the normative centre, whereas others are pushed to the margins in medical education. 33, 34 These examples can illustrate how power relations play out in the curriculum, and the nature of power itself. Power can be understood in a variety of ways. Sovereign power, for instance, can be thought of as a topdown power, such as that exerted by physicians acting in paternalistic ways with their patients or in dominating ways with their trainees. 4 Foucault's notion of 'capillary' power, by contrast, explores how power courses throughout systems and interactions, in which individuals may begin to control their own behaviours and actions in response to social forces. The normalising of certain identities and experiences, as in the examples above, may be the manifestation of this invisible power coursing through the curriculum. That same capillary power, however, also recognises the potential for resistance across and through power differentials. Patients may resist the sovereign power imposed upon them by modifying their own medication regimens, and patient instructors may exert power by changing the narrative around 'medication non-adherence'. Postcolonial theory provides a language and scaffolding for understanding these complexities.
Understanding the doctor-patient relationship as a potentially colonial encounter
Fundamental to understanding the curriculum and patient engagement in medical education is analysing how 'Othering' is created through the doctor-patient encounter. Edward Said described a process by which the colonial centre determined how colonised subjects were talked about, thought about and understood (as fundamentally separate from the ruling peoples). 5, 35 This 'Othering' is granted legitimacy through power differentials existing between physicians and patients. 5, 35, 36 This is not to say that physicians drawing on medical expertise and technical skill are purposefully acting in colonial ways; rather, the very structure of the clinical (and curricular) encounter creates circumstances in which colonial practices are enacted. Like European colonisers gazing upon, reconstructing and re-presenting the Orient, physicians come to the clinical encounter from a position of power, supported by the institutions they represent. 35, 36 Physicians have the sovereign power to decide which questions are asked and when, how the answers provided are truncated or expanded, and how they are recorded. This power is only amplified in the context of language discordance, with translation services often grossly underutilised. As Said states, this is the 'problematic of the observer' where 'someone, an authoritative, explorative, elegant, learned voice, speaks and analyzes, amasses evidence, theorizes. . .about everything-except itself'. 37 Aull and Lewis elaborate 38 
:
. . . like Orientalism, medical discourse is largely a monologue and a mono-logic; clinicians and biomedical scientists create medical discourse, "patients" do not. In medical libraries or medical records offices one finds almost nothing written by the "subjects" of medical discourse; the writing is by experts: medical clinicians, researchers, marketers, and administrators.
The very nature of the passive voice used in the patient chart strips away the patient's voice even when it is the patient that has spoken the words recorded.
Postcolonial feminist Chandra Talpade Mohanty describes colonisation as a 'relation of structural domination, and a suppression-often violent-of the heterogeneity of the subject(s) in question'. 39 Mohanty was talking about how 'third world' women of colour were collapsed into a homogenous category by western feminist thought, but we can apply a similar perspective to the doctor-patient relationship. Mohanty warns us against the construction of groups of people as a coherent, unified entity that can be understood, represented and grouped. This warning is akin to what Nigerian author Chimamanda Ngozi Adichie calls the 'danger of the single story', or the risk of universalising the experiences of groups of people based on the specific and narrowly constructed experience of an individual. 40 This recalls the attempt to bring 'the patient voice' into educational initiatives, as though there were a single voice to be captured.
In a colonial relationship, as in the medical encounter, one is either a knower or one who is known. Only the former has the power to speak and be heard; recall the medical faculty member quoted earlier expressing concern that patient involvement could result in the devaluation of medical faculty members' expertise. These power relations are influenced by both patient and provider identity: gender, race and sexual orientation, among others. The power afforded by physician identity in a clinical encounter can be amplified or diminished by these intersecting identities.
Not all patients are oppressed by the medical encounter, or oppressed at all times. Rather, the very notion of 'patient' is constructed through the doctor-patient interaction. By contrast, the notion of 'doctor' is also made possible by the existence of the 'patient', and patients can exert power in a myriad of ways, ranging from active resistance to medical advice to conversational renegotiations of power.
Patient as subaltern: opportunities for resistance through patient engagement in medical education
Physicians with experiences of 'exile' or 'otherness' can help counter the tendency of traditional medical encounters and curricula to homogenise patient experiences. 38 Physician-writers, physicianpoets and physician-patients can draw on their experiences as boundary crossers to resist dominant discourses. 35, 37, 41, 42 This argument is compelling, but focus remains on the voice of the powerful. Can solely patient voices be recovered, or are medical spaces so fortified that only practitioners (or practitioner-patients) can be 'allowed' to begin the work of decolonisation? Patient involvement in medical education has been posited as a way of humanising clinical training and learning from patient narratives. However, that involvement can be limited to patients as a teaching material, with little control over the direction or content of the medical curriculum. At its worst, it can further 'Other' the patient, or exoticise them, as an 'example' of a rare condition. The concept of the patient as subaltern can help explore means by which patient involvement in the development and delivery of curricula can be made a means of decolonisation. 4 The word subaltern is a military term, but its current usage in postcolonial theory refers to oppressed individuals in a myriad of contexts. 1 Patients, in the subordinate position they are placed in through the medical encounter, have a unique vantage point: they can better see the power structures organising the doctor-patient relationship and broader medical institutions.
In her seminal essay Can the Subaltern speak? Gayatri Spivak asks what happens when those who 'act and struggle' are overpowered by those who 'act and speak'. 43 In their attempts to speak of or to marginalised communities, intellectuals in fact end up speaking for, and further silencing, them. [43] [44] [45] Spivak forces us to recognise the dangerous idea that we can 'allow' the oppressed to speak for themselves, which can 'hide a privileging of the intellectual and of the ″concrete″ subject of oppression'. 43 Too easy a recovery of subaltern voices, one that does not work to recognise and unlearn the perspective and privilege with which the educator, clinician or investigator embarks upon that recovery, will only further the status quo. This allows us the satisfaction of having done something, while the patient remains as silenced as ever.
So where can we go from here? Swartz applies perspectives from subaltern studies to clinical psychology in postcolonial South Africa. 46 She asks:
As clinicians we write case histories all the time: what will their readers ″know″ of their patient subjects-beyond the knowledges through which their voices are filtered? And beyond that, in writing, in the historical record, in histories, in conversation with our patients, are we not able to allow subaltern voices to speak? How much do we listen for very specific constellations of meaning, and then speak for, rather than speak to?
Swartz argues that 'clinicians hear what their training enables them to hear' and it is here that we return to the role of medical education. Trainees must first unlearn their clinical privilege, by interrogating three realms of clinical practice: the historical record pertaining to colonial histories (one can think of the fraught history of medical encounters with Canada's Indigenous peoples), a written clinical record that perpetuates colonial ways of knowing and representing the 'other', and the clinical encounter itself. 46 Although not the focus of this paper, trainees and junior faculty members may themselves be in a subaltern position, negotiating their own resistance within clinical and curricular spaces.
Patient involvement in medical education may be one way of training students in new ways of knowing. For instance, people with lived experience of colonisation are often deeply and personally aware of the historical record relating to colonial histories, and how these historical and contemporary practices influence the health of colonised peoples. Yet, when there are no or few people with these experiences within medical institutions, these histories remain silenced. Involving patients (and recruiting trainees) with lived experience of the ways in which race, gender and other social locations intersect and influence health is important, but not only to 'share their stories'. 47 Rather, their insight and expertise can and should be harnessed to develop and evaluate relevant curricula. The act of recognising the coconstruction of patient encounters and curricula more broadly can be considered an act of decolonisation. The literature on patient involvement to date suggests that we have only just moved beyond 'speaking for', and only rarely are we engaging in true dialogue with patient experts. This necessarily entails a more meaningful involvement of patients in curricular design, development and implementation. 48 
Decolonising medical education research on patient involvement
Those who cross the border between patient and expert are important signifiers of resistance to the singular, physician-determined narrative. 49 Most medical journals and the spaces where medical education is discussed and debated are closed to patients. The literature on patient involvement contributes to an 'othering'; we seldom hear the voices of patients directly. Rather, intellectuals write about patients and their experiences. Qualitative methodologies provide some insights, but patients are still most often the subjects of these studies rather than true collaborators. Although patient narrative is gaining increasing importance and acknowledgement, it has not necessarily made its way into formal curricula or the research enterprise as a whole. 50 We must move beyond this struggle between 'expert' and 'non-expert' to working together as co-creators of knowledge. 39 Dismantling traditional power relations and colonial patterns necessitates a change in how we study patient involvement in medical education. Research methodologies are needed that recognise lived experiences as illuminators of social processes, and that explore the ways in which institutional and social power relations have emotional and material consequences for individuals. 51, 52 For instance, specifically speaking about 'race' and ethnicity, Gunaratnam rejects analyses that take race for granted, and demands that research purposefully and deliberately consider race (or other social locations) as socially constructed. 51, 53 She asks researchers to pay attention to silences, ambiguities in the data or 'insecurities of meaning'. Mainstream interviews or focus groups conducted with patients involved in medical education are susceptible to colonial thinking. Patient-instructors may not admit to a clinician-researcher that they have felt discriminated against, or silenced, in either the clinical encounters that constitute the lived experience they are drawing upon, or in the role of patient-instructor itself. Failing to hear those silences can further that oppression and power differential.
What could decolonised research into patient involvement look like, practically? The Collaboration for HIV in Medical Education (in which I was a co-investigator) can provide a working example. Here, people living with Human Immunodeficiency Virus/Acquired Immunodeficiency Syndrome (PHAs) drew on lived experiences to train medical students in providing HIV testing and counselling in a simulated clinical encounter. 13, 22 In this community-based participatory research project, PHAs were involved in all stages of study design and implementation. Some PHAs acted as both patient instructors and clinical preceptors at different times, primarily for logistical reasons. Interviewing these 'boundary crossers' could provide insight into the different experiences of power and privilege in each role. How were the experiences different? Did they feel themselves to be perceived differently when in the role of preceptor versus patient instructor? Was either role granted a different degree of authority by medical trainees? How did this experience and their initial experience of HIV diagnosis modulate each other? Of course, one must always be cognisant of which voices remain silenced or marginalised. For instance, there were very few women of colour and transgender participants, and the only patient instructors who acted as preceptors were white men. Yet, developing these questions in collaboration with PHA partners, and listening for 'insecurities of meaning' in the answers, could be a first step in designing decolonising curricula involving patient-instructors in medical education.
CONCLUSION
In this paper, I have attempted to briefly review the literature around involving patients in medical education, and demonstrate the potentially colonial ways in which this involvement is playing out. As a narrative and not systematic review, it cannot purport to have captured all that exists in the medical literature on the subject area. However, it provides a fulsome picture and the necessary scaffolding for a theoretical lens. By applying a postcolonial lens to this issue, I have tried to demonstrate that simply bringing patient voices to the table is insufficient. To truly engage in dialogue involves a deliberate, reflexive and potentially painful effort to recognise our own privilege as medical providers, and how we as practitioners have marginalised those voices to begin with. These efforts can be made in clinical spaces, in curriculum development and in medical education research itself. Perhaps then, we can truly begin to speak to one another, and be ready to act upon what we hear.
